Background The aim of the study was to evaluate the use of a democratic process for prioritizing the ASQUAM (Achieving Sustainable Quality in Maternity) clinical effectiveness programme.
Results In 1996, signi®cantly more local than national delegates voted for two topics related to maternal mortality or morbidity (incontinence and hypertensive diseases of pregnancy), but there were no statistically signi®cant differences between the proportions of votes cast for any of the other 18 topics presented on the day. Indeed, local delegates had prioritized 11/11 of the ®nal top-topics, and only one was omitted by the national delegates (10/11) . In 1997, signi®-cantly more national than local delegates voted for three topics relating to professional stress levels, user involvement in working groups and antibiotic prophylaxis, but there were no statistically signi®cant differences between the proportions of votes cast for any of the other 17 topics presented on the day. Again, local delegates had prioritized 11/11 of the ®nal topics, with only one being omitted by the national delegates (10/11).
Conclusion There appeared to be a remarkable concordance between local and national delegates at both meetings, suggesting an underlying rationality to decision making. We believe this to be a re¯ection of the process of careful evaluation of outcome and intervention supported by the protection of a secret ballot, allowing free expression of individual's values.
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Background
Central to the purpose of clinical governance within an organization lies the achievement of clinical and cost effectiveness. 1 Successful implementation of clinical governance requires incorporation of lessons learnt from failed clinical audit programmes. In this respect, it is clear that key issues which need to be addressed include achieving ownership, multidisciplinary working and increasing consumer involvement. In addition, prioritization of areas that should be addressed ®rst needs to be covered, given that resources will always be ®nite.
Although prioritization for health care is part of everyday activity at many levels in the National Health Service (NHS), it is by no means clear how this can be undertaken ef®ciently and democratically. At a recent symposium on`who decides on treatment: the patient versus the state', it was thought logical to increase public involvement in the decision-making process. It was also suggested that the quality of decision making will improve as patients and citizens, together with health-care professionals, understand the processes more clearly, and as structures are put in place to allow account to be taken of their different views. 2 Lenaghan 3 emphasized the need for public debate about rationing. There is considerable experience internationally of different ways of rationing treatment. 4, 5 However, the issues are complex, both in terms of ethics and equity, and prioritization may depend on deep-seated cultural values. 6, 7 The most widespread means of ascertaining the public viewpoint has been to use questionnaires or interview surveys. Because the responses to surveys are made individually and often without the necessary background information, they may be dif®cult to interpret. 8 Questionnaires may give paradoxical results as well. In one local practice survey, respondents did not use their own personal needs as a basis for resource allocation, instead arguing from what they perceived to be the needs of others. 9 Bowling et al. found that the public prioritized perceived life-saving technologies as high, in contrast to community services and services for people with mental illnesses, which they prioritized as medium to low. This contrasted to the priorities of a sample of doctors. 10 The importance of ensuring that respondents were adequately briefed was recognized by Bowling.
11 Although she used a validated interview survey design, in undertaking a national prioritization exercise, she recognized that this approach did not allow an in-depth consideration of the costs and effectiveness of treatment, relying simply on values (that might include prejudices).
A more complex alternative to the survey approach for prioritization was reported by Fowler et al. 12 They developed a series of vignettes (case scenarios), which were presented for consideration. They found that priorities were positively correlated with independent assessments of the seriousness of the patient's condition and the likely ef®cacy of the service. Using this approach appeared to result in close agreement between the ratings of the public and those of bene®t of®cers. Although there is more¯exibility within the vignette to convey images of reality, the particular examples given did not include information about clinical cost-effectiveness. In addition, the questions were answered individually, without the opportunity for group discussion or debate. Bowling et al. 10 commented that a major problem with involving the public in health-care decision making is that the decision-making process is highly complex, with little effort having been made so far to provide the public with the kind of information that might enable them to make judgements that are as informed as those made by doctors. The information that should be made available relates principally to health outcomes and to the clinical and cost effectiveness of alternative interventions. Hadorn 7 concluded, nearly 10 years ago, that`the public's evaluation of the importance of health outcomes can provide the key to the rational setting of priorities and the development of fair allocation rules'.
In developing the ASQUAM programme in North Staffordshire (Achieving Sustainable Quality in Maternity), we have attempted to address a number of the issues identi®ed as obstacles to informed democratic prioritization. The ®rst ASQUAM multidisciplinary prioritization meeting was held in 1994 and was attended by over 100 local delegates. The approach taken on that day and the subsequent developments in the programme have been described elsewhere. 13 Over the subsequent 5 years many of the projects have been successful. 14, 15 A summary of the current position has recently been reported. 16 Delegates from outside the local area were invited to participate in the second and third ASQUAM meetings held in 1996 and 1997. Some anxieties were expressed by senior clinicians about outsiders determining the priorities for a local project. The issue of being happy with who is determining local priorities appeared to be of fundamental importance, if ownership was to be achieved. On the other hand, if priorities can only ever be accepted if obtained by local processes, the tasks facing every specialty in every local unit are going to be overwhelming. Although it was agreed that on the day of the meeting the national votes would be counted separately, we regarded this as an opportunity to examine the rationality, and consequently the validity of decision making. The objective of the current study was therefore, ®rst, to describe the democratic process used for prioritizing the ASQUAM clinical effectiveness programme and, second, to see whether local and national delegates would have different perspectives on outcomes that matter and interventions that make a difference.
Methods
Stakeholders were identi®ed from the ®rst (1994) ASQUAM meeting delegate list and from consumer and professional groups and organizations. The meetings in 1996 and 1997 were widely advertised and¯yers were sent to all audit departments and postgraduate departments in the country.
The delegates at both meetings included obstetricians and senior midwifery staff as well as general practitioners, paediatricians, purchasers, psychologists and National Childbirth Trust members. In the morning plenary session invited speakers had been primed to consider outcomes that mattered and interventions that had been shown to be effective. The leader of each of the afternoon discussion groups had also been given this remit. There were 10 discussion groups at each meeting (each with approximately 10 participants). Between them, they discussed a wide range of aspects of care during pregnancy and childbirth. The groups considered measures of maternal morbidity and near-miss mortality, perinatal morbidity and near-miss, patients' satisfaction, Changing Childbirth, staff well-being, risk management, economic issues and research issues. Examples of good practice and novel ideas and innovations were welcomed from participants.
From the many ideas discussed in the 1 hour group session, the leader was expected to derive a consensus agreement on two that the group wished to propose. The topics were meant to be framed within the terms of interventions and outcomes, where possible including an auditable standard.
Each group then had 5 minutes to present their two topics. The spokesman explained why the topic was important in a positive way, canvassing for selection. Following the 20 presentations all the delegates were asked to vote, on sheets that identi®ed all the topics by group and presentation number. They were allowed up to 10 votes (one vote per topic until all 10 votes were used up), without ranking. Local and national delegates had been given different coloured voting papers in their delegate pack. The papers were collected and the votes were counted during a tea-break and guest lecture. It was planned that the top 10 topics overall would be presented as the ASQUAM programme for the following year (however, at both meetings it was agreed on the day to increase this to 11 topics). The delegates were therefore determining the usage of limited audit resources in a multidisciplinary fashion.
To determine the differences in local and national voting, the number of topics that were ®nally in the top 11 were compared for the two groups in each year. In addition, the numbers of votes given to each of the 20 topics presented on the day were compared between local and national groups. The proportions in the two groups who voted for each item were compared using the x 2 test. Exact p values were obtained using StatXacT Turbo (CYTEL, Cambridge, MA, USA) (P.J.).
Results
There were 114 delegates at the 1996 meeting (73 local and 41 national) and in 1997 there were 104 delegates (61 local and 43 national). Although the substantial majority of participants were health professionals (midwives, obstetricians and clinical auditors) there was an important contribution from consumers and non-health professionals participating in the discussions and presentations (13 in 1996 and 10 in 1997). The 20 topics presented in 1996 and in 1997 are shown in Tables 1 and 2 . A total of 11 topics each year (above the bar lines in the tables) were ®nally chosen democratically from the many considered in the groups.
In 1996, signi®cantly more local than national delegates voted for two topics related to maternal mortality or morbidity (topics 1 and 2 in Table 1 ). Sixty-seven per cent (49/73) of local delegates voted for topic 1 (reducing incontinence) compared with 32 per cent (13/41) of national delegates (x 2 11.89, p 0.0006). Although 66 per cent (48/73) of local delegates voted for topic 2 (on hypertensive diseases of pregnancy), only 44 per cent of national delegates chose this (x 2 4.28, p 0.038). There were no statistically signi®cant differences between the proportions of votes cast for any of the other 18 topics presented on the day. Indeed, local delegates had prioritized 11/11 of the ®nal top-topics, and only one was omitted by the national delegates (10/11) (topic 12, relating to consumer input).
In 1997, signi®cantly more national than local delegates voted for three topics relating to professional stress levels (topic 11: x 2 7.06, p 0.0079), user involvement in working groups (topic 17: x 2 3.88, p 0.048) and antibiotic prophylaxis (topic 19: x 2 5.87, p 0.015). There were no statistically signi®cant differences between the proportions of votes cast for any of the other 17 topics presented on the day. Again, local delegates had prioritized 11/11 of the ®nal topics, with only one being omitted by the national delegates (10/11) (topic 8, relating to episiotomy repair).
Discussion
We have described the implementation of a democratic prioritization process within a Maternity Services clinical effectiveness programme. Although many of the topics considered did have resource and cost consequences, this exercise was not primarily about rationing but about effective use of audit resources to achieve best value for money.
The most immediate effect of the ASQUAM days has been the adoption of a series of standards, some of which, in normal NHS hierarchical circumstances, might have resulted in senior clinician veto. We believe the avoidance of the use of clinician veto relates to the psychology of group dynamics 17 and the use of informed debate and secret ballot.
The key components to the days were repeated exposure to discussions about outcomes and evidence and the ®nal democratic ballot. The in-depth consideration of the relevant evidence is similar to the activities of citizen's juries, 18 which have now been piloted in the UK health service. 19, 20 The Cambridge and Huntingdon citizen's jury 19 consisted of 16 jurors chosen to be representative of demographic and ethic structure of the population, who sat for 4 days listening to evidence produced by expert witnesses. One of the improvements suggested for subsequent citizen's jury sessions was to supply the jury with a brie®ng paper before the jury convenes. We are planning to circulate all delegates with brie®ng papers before the next ASQUAM meeting.
It has been suggested that average population preferences should be used to evaluate the relative importance of services. 7 Using a quantitative analysis we have been able to show a close correlation between choices made by the two groups. This would suggest an underlying rationality to the decision-making process. It is clear that division into local and national voting is not necessary at future ASQUAM meetings. Furthermore, the rational process of choice in the ®rst place appears to be linked to a professional sense of the projects being`right', in the ensuing months and years. This judgement is based on the evident commitment that has been required to generate success in a number of the ASQUAM topics. 16 An alternative division that is equally relevant and will be evaluated in the future is between lay and professional delegates. It is important to recognize the potential for bias if the balance of delegates is dominated by one professional or non-professional group. Hopton and Dlugolecka, 21 after ®nding the ranked popularity of services to be different for a group of healthy people than for a group of unhealthy people, expressed concern that the needs of minority groups are neglected if too much emphasis is placed on giving everyone an equal say. We have been aware that consumer representatives remained outnumbered by professionals at our ASQUAM meetings. We have planned our next meeting, along with consumer groups, to be on a weekend, at a venue easy to access by public transport and at a reasonable price. We hope that this will increase the numbers of consumers prepared to participate. Should this fail to increase numbers we may need to consider`hijacking' members of the public, an approach taken by the South Derbyshire health authority! 22 Future analysis of voting patterns after presentation and consideration of the evidence will include a check on choices made by different representative groups.
Not only do we see democratic prioritization as a viable option but we believe it may become essential within the framework of clinical governance. Clinical governance encompasses a wide range of areas 23 but is essentially about improving the quality of services and safeguarding high standards, in both the acute and primary care sectors. 1 It uses World Health Organization de®nitions relating to professional performance and resource use (effectiveness and ef®ciency) and to risk management and patients' satisfaction. 1 In the development of primary care groups the most advanced level of clinical governance entails using patients' views in de®ning quality. At this level, it was suggested that patients should be involved in choosing audit topics and assessing performance. In addition, anonymized results of audits should be available to patients. 24 We are aiming to achieve this level of clinical governance within maternity services. Lenaghan 3 has suggested that,`in order for the NHS to survive and succeed in the next century, it must earn the trust of the public, and therefore it must offer services which all citizens value and must allocate its resources in a manner which is seen and understood to be fair and appropriate.' We believe that the ASQUAM approach is fair and appropriate. This view is supported by the substantial support the programme has had from those directly involved in providing maternity care ± the midwives and doctors ± and by those who have more distant responsibilities, e.g. Trust Board, the Health Authority and the Maternity Services Liaison Committee. Our belief is further supported by the wide interest in establishing similar programmes at other hospitals.
Conclusion
There appeared to be a remarkable concordance between local and national delegates at both meetings, suggesting an underlying rationality to decision making. This we believe to be a re¯ection of the process of careful evaluation of outcome and intervention. In addition, the protection of a secret ballot allowed free expression of individual interpretation and values.
